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We are interested in a sexual organ, composed of glandular and mus- 
cular tissue and which lies in front of the bladder. It embeds the pro- 
static or third portion of the urethra. It is below the symphysis pubis. 
It is a truncated cone. Its apex points toward the bladder where the 
urethra bisects it and where the prostatic ducts, 20 to 30 in number, 
empty into it. Its anterior is the upper surface and is rounded; its pos- 
terior is the lower surface and is bossed on each side of the urethra. 
This makes it bilobed and heart shaped and so it gets its other appella- 
tion—the ‘horse-chestnut organ. It swings in the pubo-prostatic and 
levator-prostatic ligaments, these latter being the anterior fibres of the 
levator ani muscles. A rich plexus of veins surrounds its enmeshing 
fascia and assists in those inflammatory processes which do so much for 
the genito-urinary specialist’s pocketbook, and so much more for the 
discomfiture of those who, in early life, lead their prostate astray. The 
prostate is a compound racemose gland whose muscular tissue is arranged 
to milk a thin mucoid secretion toward the orifice of the ejaculatory 
ducts, so that the prostatic fluid is mixed with the semen at the moment 
of emptying the seminal vesicles. It is not essential to the closing of 
the urethra, nor does it control the orifice of the bladder. The prostatic 
urethra may be extended in a fusiform manner and on its lower pos- 
terior bed has opening through the veru montanum the many prostatic 
ducts. This anatomical condition explains the successful application of 
that form of therapeusis known as milking the prostate and the reason 
of the relief thus given to those individuals with inflamed prostates. Its 
epithelium is squamous like the bladder. 

So much for the anatomy of the prostate. Let us look into its 
physiology. The prostate is the sexual lever which permits the pent-up 
feelings of man to have expression and result from intercourse. It is the 
heart of the sexual life and act. It has nothing to with with urination, 
unless diseased. But to the sexual function it is a muscle, a sensory 
controlling organ, a gland, and a guide. The seat of sensation is the 
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prostatic urethra. When erection has been stimulated by friction of the 
glans, the veru montanum becomes congested and ejaculation occurs. 
Hence the necessity, in pollutions and premature ejaculations, towards 
therapeusis to remove hyperemic and hyperesthetic tissues in this region. 
Generally this means the cold steel sound. Its glandular function pro- 
tects and encourages the longevity of the semen from four to twenty-four 
hours. Its secretion is thin and turbid (a turbidity. often mistaken in 
inflamed prostate for pus), and peculiar crystals (Boettger’s crystals) 
are found in azoospermatic semen. These are thought to have certain 
medico-legal phases, but we are still uncertain as to their exact sig- 
nificance. 


Examination of the prostate is best made per rectum, by cystoscopy 
and measure of its urethral length by specially featured and shaped 
catheters. Rectal examination is the most satisfactory and may be 
accomplished either by bending the patient over a chair or in the prone 
position. A normal prostate is one and a half inches long and significant 
determinations are made by feeling for nodules, enlargement and fluc- 
tuation. Stripping or massage of the prostate is a maneuver executed 
by rectal touch. The index finger firmly and forcibly, from above down- 
ward is carried to the apex of the gland on both lobes. This operation is 
repeated several times at one sitting and is often combined with massage 
of the seminal vesicles which are almost invariably diseased. 

It is obvious that, of the inflammations of the urethra, gonorrhea is 
the predominant cause of prostatic disorder. Gonorrheal prostatitis 
begins generally in the fourth week of acute urethritis and lasts a more 
or less indefinite period. The degree of involvement of the prostate and 
its urethra really marks the severity of specific urethritis. Some auth- 
ors, indeed, teach that a man has no untoward symptoms until his pros- 
tate is affected. Acute and chronic posterior urethritis are indissolubly 
linked with the pathology of the prostate. Sometimes only the lining 
membrane of the prostatic urethra is involved, but when the sinuses and 
follicles are infected, single or multiple abscess formation results and 
we have the prostatic abscess—one of the most painful things to which 
mortal man is heir. 

Prostatic abscess is always’ accompanied with symptoms of fever, 
chills and debility. Its diagnosis is made by rectal palpation, by feeling 
a boggy mass generally localized in one lobe. Rupture into the urethra 
or rectum with the elimination of free pus through these channels cer- 
tifies the condition with which the surgeon must contend. Its palliative 
treatment is medieval medicine, little better than that of a charlatan and 
results in lingering illness of months of discharging pus. Its painful 
nature is attested to by the dire necessities of the patient, who must 
often resort to a tub of hot water before sufficient relaxation occurs to 
permit urination. Opiates are a necessity and twice daily coaxing of the 
inflamed prostate, with rectal massage an absolute indication. Its mod- 
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ern treatment is simple—anesthesia, perineal section, drainage and 
prompt recovery. 


Acute gonorrheal congestion of the prostate is always benefitted by 
rectal massage. This should never be overlooked by the gonorrheal sur- 
geon in the fourth or fifth week of the disease. In chronic posterior 
urethritis, whether complicated with stricture or not, this is one of the 
ablest remedies at our command. In the relief of gonorrheal rheuma- 
tism, the breaking up of prostatic inflammation removes a warehouse 
where are stored those inoculating germs which, carried to the back and 
joints and throughout the body, so often produce the feeling, if not the 
actual condition, described as rheumatism. 


In addition to prostatic abscess and chronic posterior urethritis, 
which is nothing more than follicular prostatitis, we have also to con- 
sider the fata morgana of the sexualist—“prostatorrhea.” Prostatorrhea 
is a sexual strain which manifests itself by intermittent activities of the 
prostate and the appearance at the meatus of a viscid secretion. Of 
only nominal medical importance to the genito-urinary specialist, it is of 
tremendous importance to the youth who suffers from it and to the 
quacks and fakirs who profit by their “sure cure” and “lost manhood” 
restorers. Prostatorrhea has taken a world of dollars from the youth 
of our country and transferred them to the quacks of Waterville, Maine, 
and other weekly advertising centers. Its treatment is moral, tonic, a 
little silver nitrate, massage and always that cold steel sound. Perhaps 
it might be well to refer most of our patients with this affliction, tem- 
‘porarily, to the Christian Science church. 


Tuberculosis of the prostate is diagnosed by rectal palpation, the 
urinary symptoms and the finding of the tubercle bacilli. Its treatment 
is symptomatic, as generally, it has already spread to adjacent organs. 
tive and then palliative. Suprapubic section should always be performed 
following diagnosis, and the private urinal attached to the patient. 


Atrophy of the prostate is practically an unknown condition. 


Stone in the prostate may occur. 

Hypertrophy of the prostate, historically known to the ancients, was 
rediscovered as a cause of urinary retention in the sixteenth century, 
it has remained almost to the present day for the surgeon to relieve 
mankind, our fathers and our grandfathers, of this most distressing 
human affliction. Of unknown etiology, but known pathology, prostatic 
enlargement does all for the old man that gonorrhea does for the young 
man. Frequent urination, especially at night, difficulty in starting, 
dribbling, pain, partial retention, ammoniacal urine, are only a smal! 
portion of its symptoms. Treatment is either palliative or operative. 
Palliative treatment consists in sterile catheterization but merely tem- 
porizes. Operative treatment may be curative. 

In operations for prostatic hypertrophy, three distinct methods seem 
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to be at the surgeon’s command—the Bottini cautery or its modifications, 
the perineal, and the suprapubic methods. 

The objections to the Bottini (Freudenberg or Willy Meyer modi- 
fications) is that it works in the dark. On the other hand, general 
anesthesia may be dispensed with and its death rate is only about five 
per cent. 

Perineal section is the method of election. It is the natural drain- 
age route. General anesthesia is required, though spinal anesthesia may 
be employed. A Y or V or median incision is made, care being observed 
not to injure the rectum. Young of Baltimore, cutting to the gland, 
splits its capsule, shells out the hypertrophied lobes and forces the 
median lobe through one of the openings. Wishard of Indianapolis cuts 
into the urethra direct, then splits the prostatic capsule and delivers 
the lobes. He has also invented a prostatic cautery used through the 
median incision, an instrument which he uses with cocaine anesthesia. 

Suprapubic operation: Eugene Fuller of New York follows this 
method and enucleates the various lobes, making pressure upward on 
the perineum and then does an external urethrotomy to insure drainage. 
Guiteras follows the suprapubic method, but drains and irrigates with 
a big catheter passed through the urethra. 

All choices of operation, however, depend upon the skill and experi- 
ence of the surgeon and the variation, density, size and location of the 
respective prostatic lobes. These may often be determined by cystos- 
copy but, alas, are only too often determined in the dark. Prostatic 
surgery is the surgery of life termination. Its success, when successful, 
is brilliant, and its failure, when unsuccessful, should leave no mar 
upon the surgeon’s good name or endeavor. 

Prophylaxis of the diseased condition of the prostate gland con- 
templates the wide survey of its main etiologic factor, the diplococcus 
of Neisser and its ever present role in the diseases of society. Gonor- 
rhea, as a venereal disease, has been notably reduced in Arizona by 
war-time measures, by abatement of the red-light districts, mainly due 
to woman suffrage and a heightened community moral concept. With 
the return of soldiers from the front and their release to venereal temp- 
tation and peril, an increased wave of venereal disease will ensue. We 
should, therefore, bear in mind the far-reaching pathologic significance 
of this disease and guard with every care the lurking possibilities in 
this germ’s environment, concealed in old prostatic trouble. It is well 
to remember the possibilities of its contagion and from whence this 
disease so often rekindles. Treatment and examination must be directed 
to this gland that innocent women may not suffer and that marital and 
social unhappiness be avoided. 
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DISCUSSION OF DR. N. D. DRAYTON’S PAPER 
BY : 
DR. CHAS. S. VIVIAN 


I wish to take exception to part of Dr. Brayton’s article with regard 
to massage of the prostate gland during the third or fourth week of 
acute infection, for I believe that massage at this time is distinctly con- 
traindicated because of the danger of producing an acute epididymitis. 
The frequency with which the prostate is massaged has also a definite 
bearing on the case, and in any case the prostate should not be massaged 
oftener than twice or even once a week, because of danger brought 
about by it. 

It has been my experience that massage alone, or coupled with pos- 
terior irrigation or other instrumentation is not sufficient to clear an old 
infection in the prostate in some cases. In these cases I have had re- 
course to an auto-sensitized sero-bacterin, this vaccine being made either 
from the pus expressed from the prostate and allowed to fall directly 
into a culture tube, or from stock vaccines after the infecting organism 
has been determined by fixation of the blood against the probable sec- 
ondary offenders. 


It has been my experience, also, that the gonococcus is not always 
the organism which is at the bottom of the disease process, for these 
prostates have become chronic. Very frequently the gonococcus has dis- 
appeared and the secondary organism, usually streptococcus or staphy- 
lococcus has taken its place. In this connection it might not be amiss to 
mention the fact that some cases of focal infection where the original 
infection was in the prostate have been cleaned up by vaccines and local 
treatment. 

I wish, also, to take exception to what Dr. Brayton said concerning 
those patients who “have led their prostate astray,” for I am of the 
opinion that only about 50 per cent of enlarged prostates occur in those 
individuals who have led an active sexual life. 

I very well realize that the subject which Dr. Brayton is treating 
is a very large one, and in a paper that can occupy so short a space of 
time cannot be expected to deal comprehensively with the whole subject. 
However, it seems to me that no discussion of the surgery of the prostate 
is complete without some mention of the two stage operation, having for 
its object relief of the back pressure on the kidneys. It is remarkable 
to see how the function of the kidneys will improve in the old prostatic 
as shown by the phenolsulphonphthlein tests after preliminary drainage 
of the bladder either by indwelling catheter or suprapubic puncture of 
the bladder has been done. The danger of uremia after removal of the 
prostate in an old man whose kidney function is expressed by approxi- 
mately 5 or 10 per cent excretion in two hours is a very serious one. 
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In this connection it might not be amiss to suggest that as well as the 
phthelein test a two-hour estimation of specific gravity is a very great 
help in determining the presence of a chronic interstitial nephritis, from 
which a great many of these subjects are suffering. 

It is my opinion that authorities are about equally divided as to the 
best method of approach, whether perineal or by the suprapubic route— 
I, myself, prefer the latter. Naturally, the best procedure to determine 
the route of election is with the aid of the cystoscope, and I should like 
to emphasize what Dr. Brayton has said as to the advisability of making 
cystoscopic examinations of the patient before determining upon opera- 
tion. 


SOME OBSERVATIONS AS TO ETIOLOGY AND NON-SURGICAL 
TREATMENT OF CHRONIC OTITIS MEDIA 
BY 
HARRISON L. BREHMN, M. D. 
Albuquerque, N. M. 


It is my purpose in presenting this paper to entirely ignore the 
pathology, symptomatology and surgical treatment of this condition, 
and to consider only the underlying causes and non-surgical treatment 
with particular reference to vaccine therapy, which I believe has now 
passed the experimental stage and has become part of the armamentarium 
of most aurists. The cases I will cite are taken at random from my 
practice and the work covers a period of four years. While the line of 
treament I will suggest is not intended to supplant the radical mastoid 
operation, yet I believe in view of the comparatively good results I have 
had with it, it is well worth a trial before resorting to radical operative 
measures, especially in this region where we have to deal with so many 
patients whose general health is so undermined that an operative pro- 
cedure of the magnitude required would, of itself, jeopardize life. 

Chronic otitis media, or a chronic running ear as it is commonly 
called, is dependent upon several factors. First, the exciting organism; 
second, the bodily resistance; third, the amount of tissue involvement; 
and last, but by no means least, the treatment of the condition when 
it was in its acute stage. 

As to the first—the exciting organism, I have found that, following 
diseases of childhood, the staphylococcus and the streptococcus are 
usual; following rhinitis coryza and grippe the bacillus pyocyaneus and 
bacillus catarrhalis are most frequent; often there are unclassified dip- 
lococci, and in fact the diphtheria bacillis, the diphtheroid bacillus, and 
the pneumococcus and even the colon bacillus find an occasional habitat 
there. ‘The tubercle bacillus is rarely demonstrable in the aural secre- 
tion, in spite of the fact that many tuberculous individuals have otor- 
rhoea. It is often a pleasant surprise to a patient to discover that an 
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ear which has been discharging for months and which his physician 
back home has told him was tuberculous and, therefore, incurable, is 
infected with nothing more formidable than the bacillus pyocyaneus or 
staphylococcus; and it is still more gratifying to have that ear clear up 
promptly under treatment. To digress for a moment—I remember one 
case who came to me with the request that I secure a quantity of Kochs 
Old Tuberculin to apply to his ear drum as his physician back home had 
assured him that this would undoubtedly effect a cure of his ear dis- 
charge. A culture was made and a mixed streptococcus and staphy- 
lococcus was secured from which a vaccine was made and the ear cleared 
up in due time. 


The second factor, as I stated before, is bodily resistance. The vast 
majority of these cases are dependent to a great extent upon lowered 
vitality or resistance, due either to some organic trouble within the 
patient or to the so-called “sluggish infection,’ which is too weak to 
arouse sufficient resistance of the body to overcome it. Tuberculosis, 
syphilis and diabetes all have a tendency toward inducing chronicity. 

Next—the amount of tissue involved. Briefly, if there is necrosis 
of one or more of the ossicles, or the mastoid antrum or cells are invaded 
the disease is more intractable than if the membrane of the middle ear 
only is involved. This type of case is apt to develop sclerosis, eburna- 
tion, or polyp and granulation formation, which, of course, mechanically 
obstruct drainage and prolong the course of the disease. Eustachian 
infection, adenoids, hypertrophied tonsils and nasal deformities all act 
in the same way by reinfecting the tissues or by obstructing drainage. 
Neoplasms such as carcinoma or sarcoma in the middle ear are additional 
factors, but these fortunately are rare. 


Finally—the treatment of the condition when it is in its acute stage, 
and it is here that the family physician is frequently responsible. Oils, 
pastes and powders are all used in an effort to alleviate the acute ear 
ache with the result that the ear canal is often filled with a sticky 
mass which not only obstructs drainage when rupture of the typmpanic 
membrane occurs, but so obscures the condition that when the case is 
brought to an aurist it is impossible to correctly estimate the amount of 
damage. In this connection let me say that hot antiseptic douches or 
even sterile water douches will accomplish all that is expected of the 
above remedies and the chances of a chronically running ear are immeas- 
urably lessened. Of course, an early paracentesis is ideal, but these 
cases have a way of occurring in the middle of the night when the busy 
practitioner is too tired to respond and instead does a little phone pre- 
scribing with the result that when he sees it the next day, nature has 
displaced the knife and rupture has occurred. 

Now as to treatment—passing over operative measures—we all 
know what they are—I have made an attempt in the past few years to 
avoid as far as possible the radical mastoid operation, especially here, 
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where we have such a large percentage of tuberculous patients on whom 
an operation would be an exceedingly dangerous procedure, and to con- 
fine the treatment to the use of autogenous vaccines supplemented by 
local measures such as douches, instillations, corrective measures such 
as removal of adenoids and diseased tonsils and straightening nasal de- 
formities, all of which can be done under local anaesthetic, gentle infla- 
tion of the eustachian tube and such tonic measures as are indicated in 
the individual case; neo-arsphenamine of course where the Wasserman 
is positive. To illustrate, I will briefly cite a few cases: 

P. H. Age 19. Has had discharge from his right ear since age 13 
year, following an attack of grippe. Was under treatment at the time 
but discharge continued and for several years had done nothing toward 
acure. Examination showed a moderate amount of deep yellow puru- 
lent secretion, with a disagreeable odor. Small perforations in tym- 
panic membrane. Culture showed Bac. Pyocyaneus. A vaccine was 
made and he was started on 1/10 c. c. Eight injections at three-day 
intervals were given (reaching 8/10 c. c. on the final dose) when the 
discharge had ceased. Three months later the patient returned with a 
slight discharge of the above character. The injections were resumed, 
starting with 2/10 c. c. and after the third injection (6/10 c. c.) the 
discharge had ceased and had not returned one year after when I lost 
track of him as he went away to school. In this case the only reaction 
noted was a rather severe headache after the seventh and eighth injec- 
tions of the first cycle. 

G. V. Age 27. Had had discharging ears since childhood follow- 
ing scarlet fever. Odor was very offensive and discharge was profuse, 
frequently staining the pillow cases at night. Examination disclosed a 
large perforation in the drum membrane from which exuded a heavy 
yellowish white secretion. Culture showed streptococcus and staphylo- 
coccus. Vaccine was prepared and 1/10 c. c. given, followed at intervals 
of three days by succeeding injections, each one 1/10 c. c. more than the 
preceding one. Following the sixth injection the patient had a severe 
chill, headache and general malaise which was controlled with aspirin 
and disappeared the next day. The discharge ceased almost at once and 
there had been no recurrence after two years. 

H. C. Age 7. Wasserman positive. Had had discharge from both 
ears following measles one year previous. Had had usual treatment, 
i. e., powder insufflation and bicarbonate of soda cleansing without im- 
provement; was receiving mercurial treatment from family physician. 
Examination showed creamy malodorous discharge in both ear canals. 
Culture was a mixture of the staphylococcus aureus and albus. Vaccine 
was made and after the fifth injection the discharge had ceased. There 
was no reaction. I did not see this child afterwards as she lived in 
another city. 

The next is a rather interesting case. 
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F. S. Age 47. Tuberculous. Right ear developed an abscess 17 
years ago. Since then has had a disagreeable thick aural discharge 
which at times almost disappeared and again would increase in amount. 
The past 18 months it had been constant. Examination showed a small 
perforation in the drum*membrane with small amount of secretion 
exuding. Culture—bacillus pyocyaneus. After the fourth injection the 
discharge had ceased and he had had no secretion except slight soreness 
at the point of injection. For this reason four more injections (up to 
8/10 c. c.) were given and the injections were then stopped. Seven 
months later the patient returned with a thin white, non-odorous dis- 
charge in the same ear. A pure culture of the diphtheroid bacillus was 
obtained. After the fifth injection the patient left the city for several 
weeks and when he returned the character of the discharge had changed, 
so that a third culture was made. This time we secured a pure culture 
of the colon bacillus. At present the patient is receiving his injections 
and the amount of the discharge has appreciably diminished. He has 
had no reaction. 

S. W. Age 27. Tuberculous. One year ago, following a tonsillec- 
tomy, the right ear began discharging. Recently the discharge has in- 
creased in amount. Examination showed perforation of drum of right 
ear with white discharge. Left ear drum perforated but no discharge. 
Patient was very deaf. Culture showed mixed staphylococcus and strep- 
tococcus. After the seventh injection the discharge had entirely ceased 
and hearing was improved. The only reaction was local—at the point 
of injection. 

J. G. Age 23. Tuberculous. On March 1, 1919, he developed a 
feeling of fullness with tinnitus in his right ear; there was no pain or 
discharge. Examination showed a retracted tympanum. Under infla- 
tion and massage it resumed its normal aspect and the symptoms disap- 
peared. In June I was called to see this patient, who stated that follow- 
ing a “set back” six weeks before the right ear had begun discharging. 
There was no pain or tenderness. After trying a bichlorid douche for 
about two weeks without result a culture was made and the bacillus 
catarrhalis was found. After the second injection the patient had a 
slight chill followed by a rise in temperature and he became slightly 
delirious that night. The next day, however, he was again normal. 
The injections were continued until 6/10 c. c. had been given, each in- 
jection causing a more or less severe reaction until after the fourth, 
when no more reaction occurred. As there was still a slight watery 
discharge this was examined and found to be negative—the discharge 
being the result of chemical irritation, the bichlorid douches having been 
kept up. They were discontinued and the discharge became almost im- 
perceptible until a few weeks ago when it began to increase slightly. 
On examination I found a fair sized polyp protruding through the per- 
foration. This was removed and at present the discharge had again 
subsided to an extremely small amount. 
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These cases give us an idea at least as to the efficacy of the auto- 
genous vaccine in this particular disease. In addition to the vaccine 
each patient had a daily aural douche of 1/5000 bichlorid solution. In- 
flation was practiced where indicated, but no corrective measures were 
taken in any of this series. All of the six had used the bichlorid douche 
before without success, as it has been my practice before making the 
vaccine to try the douche first; it would, therefore, appear that it was 
not the douching which caused the discharge to subside. Of the six 
cases, three were tuberculous—two of them actively so, and one was 
luetic. Four cleared up entirely, one is still under treatment but im- 
proving, and one still has a slight non-bacterial discharge. Two of these 
cases showed a marked reaction and the others mild or none at all. I 
have found that those cases in which the Bac. Pyocyaneus was present 
' were the most tractable to treatment, while those in which an unclassi- 
fied slow growing diplococcus was present were the least likely of cure. 
The treatment, of course, is not infallible, but I believe the percentage 
of improvement that has been shown, at least in my cases, makes it 
worthy of a thorough trial. 


TREATMENT OF HAY FEVER 
BY 
DR. ROBT. R. BROWNFIELD 
Phoenix, Ariz. 


(Read before the Twenty-eighth Annual Session of the Arizona State Medical Association, 
Globe, June 2 and 3, 1919.) 


As I have no absolutely new procedure to offer for your considera- 
tion in the treatment of hay fever, my excuse for the presentation of 
this paper is that there seems to be a widespread belief that little or 
nothing can be done for the unfortunate sufferers of this disease. I 
hope to convince you of the contrary, and will attempt to outline a course 
of procedure which has been beneficial in my hands. 

The most prominent feature of hay fever is a hyper-neurosis of 
the upper respiratory tract. Whether this neurosis is dependent upon 
an actual pathological condition of the nervous structures supplying this 
region, or due to faulty bodily chemistry has not, I believe, been defi- 
nitely settled; recent literature on the subject seems to favor the latter 
theory. 

Sensitization by a specific protein contained in pollen is accepted as 
the cause of the condition by many present-day investigators, and var- 
ious antigens and extracts have been and are now being used in the hope 
of producing a state of immunity against the particular protein suspect- 
ed. Personally I must report rather disappointing results from pollen 
antigens. However, this may be, in part, due to the non-specificity of 
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the antigens used. I am still hoping that further investigation along 
these lines will bring results. 

I have never been able to accept the theory of sensitization, or 
anaphylaxis as the fundamental, primary cause of this disorder, as a 
predisposition to anaphylaxis must exist, and this predisposition is 
hardly explainable solely by heredity, as in many cases the family his- 
tory is negative. Also, other irritating substances, such as animal ex- 
tracts, certain drugs and some foods may be the exciting agent, and 
some of these contain no protein. 

That the ductless glands play an important part in the phenomenon 
in a fair percentage of cases is quite probable; however, many cases 
present features which do not correlate well with this theory, for in- 
stance, the sudden appearance of hay fever following a coryza or la 
grippe in a person who never before has suffered from the disease. 

I believe that all cases of hay fever whether associated with bron- 
chial asthma or not, which present definite clinical signs of glandular 
disturbance, should be treated with a view to correcting this disorder, 
as there is fair promise that the hay fever and asthma will likewise be 
benefitted. 

Dr. Grant Selfridge has recently published a very able article on 
the influence of the endocrine glands on the vasomotor disturbances of 
the upper respiratory tract. The article indicates conscientious prep- 
aration and is worthy of careful consideration. 

In the past few years the calcium salts, preferably the chloride, have 
been much used on the theory that calcium increases the immunity of 
the system and therefore is a corrective of the state of anophylaxis. It 
is also thought to rectify certain other chemical faults. A number of 
very competent observers have reported decidedly good results when 
the drug was taken for a considerable period of time, and especially if 
treatment was started before the hay fever attack came on. As the 
drug is harmless it is worthy of a trial. It should be prescribed in 
a 5 per cent solution with directions to take one teaspoonful in water 
after meals. 

To me one of the most definite facts revealed by a study of this 
disease is that it always affects practically the same structures in much 
the same manner, and a careful observation of the parts affected cannot 
fail to impress one with the fact that the tissues supplied by branches 
of the spheno-palatine ganglion are those affected by the symptom 
complex known as hay fever, and that only structures either directly 
supplied by branches of this ganglion, or by nerves which at some 
point arborize with nerves associated in the formation of the ganglion, 
are involved. Whether or not this fact may have any importance as a 
clue to the probable fundamental cause of the condition, it is at once 
apparent that it has importance from a standpoint of treatment, as it 
offers a promising avenue of attack, which, if properly and diligently 
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pursued will, unquestionably, give almost immediate relief. The branches 
of the nasal ganglion carry vasomotor, secretory and sensory fibers to 
the structures which they supply; it is reasonable to assume that any 
treatment which succeeds in inhibiting the excessive excitation of this 
structure must necessarily quiet the distressing symptoms. 

It is not my purpose here to go into detailed description of the 
anatomy and physiology of the nerve supply of the upper respiratory 
tract, as this would consume much unnecessary time in face of the fact 
that the subject has been thoroughly covered, notably by Dr. A. P. 
Burbaker in a paper read before the Society of Larynogology and Otol- 
ogy, and by Dr. Greenfield Sluder, who, in his recently published work 
on headaches of nasal origin, devotes considerable space to the presen- 
tation of the subject. 

The exact location of the spheno-palatine ganglion is, I believe, of 
importance from a clinical standpoint, and it is chiefly the treatment 
of this particular region of the nasal fossae which has prompted me 
to come before you today. I will attempt to give you in brief its ana- 
tomic relations. 

The ganglion lies in the spheno maxillary fossa just posterior and 
slightly superior to the posterior tips of the middle turbinate bodies; it 
lies in close relation to the anterior wall of the sphenoid sinus, and in 
many cases the posterior ethmoid cells form a close relation with the 
ganglion above. Sluder calls attention to the close relation of the gan- 
glion with the sphenoidal post ethmoidal cells and nasal fossae, as the 
probable source of inflammation of this ganglion, by extension. When 
we consider the frequency of inflammation of these structures we must 
appreciate the exposure to which this delicate tissue is subjected. 

Hypoplastic, post-ethnoid sphenoiditis is quite common and may per- 
sist for years, a constant source of irritation or infection to the ganglion. 
The same is true, to some degree, of every inflammation of this region 
of the nasal fossae, and as this region is not easy of access, especially 
if the middle turbinate is engorged or hypertrophied, I suspect that 
inflammation of these structures is more often overlooked than those of 
other parts of the nasal cavities. 

My experience in treating a great number of cases of hay fever 
by making application of various astringent and anaesthetic lotions to 
the nasal fossae has up to the last two years been quite discouraging, as 
I obtained such variable results. 

A patient may have been helped markedly by one treatment, and 
another treatment, using the same medication, would give no relief. 
This was difficult of explanation until the nasal ganglion came to my 
attention. Occasionally, by chance, I made application to the region of 
the posterior tip of the middle turbinate and incidentally to the spheno- 
palatine foramen, and the other times, the failures, this point was un- 
doubtedly missed, hence the variable results in the same case. 


“ 
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It is important that all intra nasal defects and deformities should 
be as fully corrected as possible. 

The sinuses should be investigated carefully, with special attention 

-to the post ethmoidal and sphenoidal cells, and proper treatment insti- 
tuted when found diseased. The region of the spheno-maxillary fossa 
should always be inspected for areas of congestion or ulceration. A 
solution of silver nitrate, 2 per cent to 10 per cent, applied to such areas 
usually clears them up very quickly with surprising relief from the 
distressing symptoms. 

In the treatment of hay fever cocain applied to the sphenopalatine 
foramen seems to produce beneficial effects lasting much longer than 
would be expected from the mere anaesthesia. The explanation of this 
may be that the functional rest made possible by the temporary anaes- 
thesia permitted of a partial recovery from the pathological state, which 
I believe to exist in the tissues of the ganglion during an attack of this 
disease. 

The application of silver nitrate, phenol in glycerine, iodine in pet- 
rogen, and formaline solution to the foramen have given fair results, 
but I have obtained better results from the use of mild astringents 
following the application of cocain with silvol, cuprol, analine red and 
quinine urea (the latter applied on a tampon and left for 20 minutes). 

If these applicants to the foramen do not suffice, a direct injection 
of the ganglion with cocain, novocain or phenol and alcohol will usually 
give relief in from one to three treatments. The injection of the alco- 


hol solution is quite painful, but probably gives more lasting results. 

In conclusion permit me merely to refer to the psychic element 
which is undoubtedly an important factor in coping with this disease, 
for I firmly believe that the attitude of hopelessness with which the 
medical man usually meets the sufferer from hay fever contributes in 
no small degree to the difficulty of treatment. 


PROPAGANDA FOR REFORM 

PINOLEUM—A postcard advertising pinoleum implies that Alexan- 
der Lambert, president of the American Medical Association, endorses 
this nostrum. Dr. Lambert has never used the pinoleum products, and 
protests against the dishonest method of advertising them. Pinoleum 
has long been advertised to the public via the medical profession. Its 
life history is that of the typical nostrum. Epidemics are utilized as 
opportunities for pushing the product. As the Pinoleum Company now 
misuses the name of Dr. Lambert, so it made the false use of the name 
of Dr. George W. McCoy of the U. S. Public Health Service (Jour. A. M. 
A., Nov. 1, 1919, p. 1380). 

LAVORIS—In recent years lavoris has been widely advertised as “The 
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Ideal Oral Antiseptic,” particularly to the dental profession. In 1913 a 
card was sent out according to which each pint of lavoris contained zinc 
chloride, 1.040; resorcin, 0.520; menthol, 0.400; saccharin, 0.195; for- 
malin, 0.195; cl. cassia zeyl, 0.780; cl. caryophyl, 0.195. Advertisements 
now appearing repeat the “formula,” except that resorcin is omitted. 
The formula is indefinite and misleading in that no denomination of 
weight is given for the various constituents. Analysis in the A. M. A. 
chemical laboratory demonstrated that the lavoris now sold contains no 
resorcin and that the zinc content is equivalent to 0.1 gm. per 100 c. c. 
(about 4 grain to the ounce). As the analysis shows that the “formula” 
is not only meaningless because no denomination of weight is given, but 
that the zinc content is iaccurate for any denomination which might be 
assumed, the Council of Pharmacy and Chemistry declares the com- 
position of lavoris essentially secret. The council also reports that la- 
voris is advertised to the public indirectly with claims that are unwar- 
ranted and objectionable from the standpoint of public safety. Further, 
the council reports that the name is objectionable in that it does not 
indicate the composition or potent ingredients of the mixture and that 
the composition is irrational in that the user is likely to ascribe a false 
and exaggerated value to it (Jour. A. M. A., Nov. 1, 1919, p. 1380). 


OLIVE OIL AS A LAXATIVE—In order that digestible oils may act as 
laxatives, it is necessary to give more than can be digested and absorbed. 
In the case of an infant, this may be one or more teaspoonfuls daily, be- 
ginning with small dosages and increasing them until the desired effect 
is obtained. For adults, one or two tablespoonfuls may have to be given 
three times daily, either an hour before meals or two hours after meals. 
Olive oil may be taken mixed with hot milk or floating in fruit juice. 
Olive oil might be particularly serviceable in spastic constipation in an 
emaciated individual. The use of olive oil as a laxative would be contra- 
indicated in obesity, diabetes, gastric atony and in hypochlorhydria, as 
well as in those inclined to biliousness (Jour. A. M. A., Nov. 8, 1919, 
p. 1441). 


BOOK REVIEWS 


Rules for Recovery from Pulmonary Tuberculosis. By Lawrason Brown, 
M. D. Third Edition, Revised. Lea and Febiger, Philadelphia and New York, 
1919. Cloth, $1.50. 

This little book, called a layman’s handbook of treatment, was intended orig- 
inally for the use of the author’s patients. It answered the purpose so thoroughly 
that its use has been gradually extended until the present third edition is de- 
manded. It contains much in the way of helpful hints and details that should aid 
patients in avoiding blunders, and many times a blunder avoided means a life 
saved. It is generally recognized today that the successful treatment of tubercu- 
losis is largely a matter of education of the patient, and with such an aim in 
view a book of this type should doubtless be much more widely used. We bespeak 
for it an extended usefulness. —E. B. R. 
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you do not get your Journal, kick to me. If you change your address, let me know 


If 
and we'll follow you. 


If anything does not please you, say so! Maybe we'll chan But we would sooner be 
cussed than damned with Paint praia. 


EDITORIALS 
BACILLUS BOTULINUS 


A recent bulletin sent to the editor from the United States Depart- 
ment of Agriculture states clearly the importance of avoiding accidents 
caused by this poison. 

It will be remembered that in New York fatalities were caused re- 
cently by ripe olives. It is said that olives which remained in the bottle 
had an obnoxious odor. All spoiled food does not contain the poison, but 
the health officers recommend that any food showing even the ‘slightest 
unnatural odor or unnatural color, swelling of the container, signs of 
gas and any evidence of decomposition should be discarded. 

When we are questioned by the laity concerning these matters the 
above advice may be safely given and will result in a marked dimunition 
in the number of cases due to the above poison and all other types of 
food poisoning. 
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LOYALTY 


It is noted in recent advertisements that our leading business men 
are urging the thought of supporting, in every way possible, the growth 
and development of their own communities, by purchasing products of 
the local industries. It is also noted that many of these same business 
men send the members of their families away to distant parts for medi- 
cal and surgical care, which could be as safely and as efficiently secured 
here in the Southwest. Oftentimes this is due to a rather mean petty 
jealousy on the part of certain physicians who hold the position of so- 
called ‘family doctor.”” These men are afraid that some of their pro- 
fessional brethren will gain too much in reputation and financial return, 
especially when compared to their own earning capacity, and they, there- 
fore, would prefer to see their patients go away for the various specialty 
work or surgical services which they may need. 

It is a reasonable assumption that competent specialists and sur- 
geons cannot exist in a community which, in general, does not give them 
its whole-hearted support. Equipment in these branches is necessarily 
expensive in its initia] cost, as well as in its upkeep, and if the “well- 
to-do” cases are to be sent out of the community it is to be expected that 
gradually both the equipment and the individual doctor will not be 
able to be maintained at a high level of efficiency. We think that it is 
time to advance this little caution to these short-sighted family doctors, 
as well as to the so-called “well-to-do” patients. 

There may be cases wherein the medical and surgical talent of the 
southwest cannot fulfill the requirements, but we are certain that in 
these few isolated instances our surgeons and our specialists will indeed 
be glad to refer the cases to some one in other parts who is competent 
to handle them. But in the vast majority of cases which are sent away 
from the southwest for operations or treatment under various special- 
ists there is absolutely no reason why the profession in this region should 
lose both the financial return and the prestige that would accrue from 
effecting a cure. 

In medical as well as business circles every dollar spent away from 
our own communities is a distinct loss to those communities. 


